Objective-To assess
and to the GMC's performance procedures for which they provide the professional underpinning. Design-Questionnaire study of a representative sample of UK doctors. In recent years there has been increasing publicity about errors and malpractice of doctors, both hospital physicians and general practitioners (GPs). Although the medical profession in the UK is currently self regulated, there have been fears that unless the General Medical Council (GMC) responds to growing public fears, then self regulation of doctors may not be sustainable for too much longer. Blueprints for the improvement of doctors' self regulation were first put in place several years ago, and this study is concerned both with what doctors themselves think of those changes while they are ongoing, and doctors' proposed alterations in their medical practice in response to those changes.
Good Medical Practice,' ' one of a series of booklets published by the UK's GMC in 1995 under the general heading of Duties of a Doctor,' signalled a revolution in the regulation of British medical practice, being the first indicator of what the president of the GMC has called a "new professionalism".' Good Medical Practice sets out "the standards of competence, care and conduct set by the GMC"; in effect, a definition of best quality medical care, against which the performance of a doctor can be judged. It makes clear that its role is advising on "the basic principles of good practice. It is guidance.
It is not a set of rules, nor is it exhaustive".
It emphasises that patients must be able to trust their doctors, and to justify that trust, "we as a profession have a duty to maintain a good standard of practice and care...". The inside cover lists 14 specific "duties of a doctor", which, "in particular, as a doctor you must [observe]"
(box 1). The international interest in Good Medical Practice is clear from the fact that it has already been translated into six other languages, including
Japanese. The GMC's performance procedures,' in operation since July 1997 as a result of the Medical Act of 1995, and which went hand-inhand with Good Medical Practice, have been described as the biggest change in the self governance of British doctors since the first Medical Act of 1858. Before that, removal from the medical register was either on the basis of conduct or of health. The performance procedures meant that for the first time it is possible for the registration of a doctor to be restricted or removed not only because of poor conduct or ill health but also because of poor performance. Box 2 describes the mechanism of the performance procedures in a document prepared by the GMC.
In December 1998 the first UK doctors had their registration with the GMC removed because of poor performance.
The (1955-9, 1960-4, 1965-9, 1970-4, 1975-9, 1980-4, 1985-9, 1990-4) The question on attitudes towards Duties ofa Doctor was particularly difficult to word properly. The problem is essentially that of "motherhood and apple pie"-if poorly worded then it was perhaps inevitable that everyone would agree with all of the items, which would provide little information for looking at differences between groups. After much piloting and discussion it was felt necessary to emphasise that restriction of registration should depend solely on failure, albeit persistent and serious, on a single duty. Figure 1 shows the final version of the questionnaire.
It should be noted that due to a minor ergonomic error in the design of the questionnaire, some respondents initially failed to turn to the last page of the questionnaire.
As soon as this problem was recognised, future questionnaires were rubber stamped to rectify the problem.
BACKGROUND aMEASURES
The questionnaire included several background measures to help in interpreting the answers given by the respondents.
The General Health Questionnaire (GHQ)'" was used in its 12 item version," scored on a O-1-2-3 basis for looking for correlations with other items. The Maslach Burnout Inventory was used in a shortened version," with three items on each of the three subscales of emotional exhaustion, depersonalisation, and personal accomplishment; high scores on the first two and low scores on personal accomplishment are associated with professional
burnout. An abbreviated version of the Physician's Reactions to Uncertainty scale was used, I3 with two items from the scale assessing "stress of uncertainty", and three items assessing "reluctance to disclose uncertainty to others". Social desirability was assessed using two items (1 and 5) from a measure designed for use in medical situations, ' ' which correlates with the well validated Marlowe-Crowne Social Desirability Scale"; the questions are written such that even a paragon of perfection is unlikely to be able to agree fully, so that positive responses can be construed either in a negative sense as simple lying or, in more charitable terms, as "social acquiescence".'
' I" STATISTICAL ANAI.YSIS
In the main sample, exploratory regression and logistic regression analyses were done using a forward stepwise entry. Variables entered into regression are described as "design" (sex, year of qualification, place of qualification (UK 'u non-UK), and type of practice (hospital ZJ general practice), plus an indicator of whether the doctor had had a locum appointment during the previous three years); "background" (General Health Questionnaire (scored 0-l-2-3), three burnout measures, two responses to medical uncertainty, and the social desirability measure); and "outcome"
(described further in the results section; measures of how much doctors have heard about the performance procedures, how much they know about Good Medical Battice, their acceptance of the duties of a doctor as a basis for restriction of registration, the changes they have made in their practice, their perception of the need for the performance procedures, and their attitudes to them). The attitude statements were analysed with an unfolding procedure equivalent to Thurstonian scaling" " using the program GUMJML.'"
Results

Questionnaires
were sent to 794 doctors. Thirty five could not be delivered (returned by the post office or overseas). Responses of some sort were received from 591 doctors giving an overall response rate of 78% (591/759). In total, 23 doctors declined to take part because they were now retired, 11 did not wish to take part, and one said they would return the questionnaire later (they did not), giving 556 questionnaires containing useable data. The effective response rate is therefore 73% (556/759). Five questionnaires were returned anonymously and therefore not all background data were available for them. Considering the 586 non-anonymous respondents, there was no significant difference in response rate between men and women, general practice and hospital practice, or year of qualification.
The response rate was, however, significantly higher among doctors qualified in the UK (78% (479/613)) compared with those qualified overseas (66% (961146)); odds ratio = 1.86,95% CI = 1.26 to 2.75). Seven per cent (401556) of doctors indicated that they were now retired but were prepared to complete the questionnaire and their responses were included in the study. They were then asked to consider a doctor who persistently and seriously failed on just one of the duties and to say whether or not they thought that failure on it and it alone should be sufficient reason to restrict or remove registration. Table 3 shows the percentages of doctors who agreed that each of the duties was sufficient reason for restricting registration. Few doctors (< 10%) disagreed with restriction of registration on the grounds of avoiding abuse of position, being trustworthy, respecting confidentiality, recognising limits of competence, and keeping skills up to date. A moderate number (>25%), however, disagreed on the basis of keeping patients fully informed, giving patients information in ways they understood, and treating all patients politely and considerately. To assess whether doctors who agreed with any one item were also more likely to agree with other items, a factor analysis was calculated of the 14 scores, using a principle component analysis. Factor analysis suggested one major factor with a possible hint of a Table 2 The number of times doctors had heard about the pe~omance procedures during the prevzous year. Items are ranked in approximate order from most heard to least heard, with the order in the original questionnaire being indicated i)z parentheses alongside each question Smm (%j
4-6 times (%)
Information from the GMC (1) Read about them m the quality medical journals (B&J?, ctc) (4) Read about them in (free) medlcal neu,spaprrsimagazines (5) Information from the BMA or other professional organisation (2) .Mentioned hy colleagues in your own hospital or practice (8) Heard about them at conferences or meetings (7) Information from the health authority, trust, or local medical committee (3) Read about them m the popular press (6) Mentioned by members of the general public (10) Mentmned by patients (9) 61 (11) 145 (28) 209 (41) 184 (36) 281 (55) 345 (67) 353 (70) 366 (73) 486 (95) 502 (98) 259 (48) 198 (36) 158 (30) 176 (34) 85 (17) 156 (31) 168 (33) 140 (27) 67 (13) 126 (25) 82 (16) 73 (14) 81 (16) 60 (12) 81 (16) 53 (11) 13 (3) 9 (2) 6 (1) 1 (<l) 16 ( (7) Make the care of the patlent their first concern (1) Respect patients' dignity and privacy (3) Make sure that thetr personal beliefs do not prrjudlcr thar 404 (74) 797 (72) 371 (68) 353 (64) 704 (56) 284 (52) 285 (52) patients' care (9) 269 (49) Act quickly to protect patients from risk if they have good reason to believe that they or a colleague may not be fit to practise (12) 198 (36) Work with colleagues in ways that best serve patients' mterests (14) 204 (38) Listen to patients and respect their wrws (4) 186 (34) Respect the rights of patients to be fully involved in decisions about ther care (6) 164 (30) Give patients information in a way they can understand (5) 166 (30) Treat every patient politely and considerately (2) 137 (25) 123 (23) 14 (3) 128 (23) l9 (4) 156 (29) 17 (3) 170 (31) 21 (4) 218 (40) 22 (4) 205 (38) 49 (9) 200 (36) 58 (11) 202 (37) 62 (11) 77 (14) 108 (20) 96 (18) 125 (23) 163 (30) 148 (27) 256 (47) 217 (40) 247 (45) 244 (45) 182 (33) 208 (38) 3 (1) 4 in 3 ilj 5 (1) -1 (1) 8 (2) 6 (1) 11 (2) 15 (3) 15 (3) 18 (3) 13 (2) 36 (7) 
8-l (16) 210 (44) 185 (34) 82 (16) 169 (32) 228 (-1-l) 25 (5) 179 (33) 289 (54) 2h (5) 138 (26) 292 (55) 45 (8) 163 (30) 215 (40) 38 (7) 167 (32) 239 (45) 50 (9) 213 (10) 200 (37) 93 (18) 266 (51) 128 (24) 113 (21) 236 (45) 132 (25) 86 (16) 285 (53) 135 (25) 94 (17) 261 (18) 148 (27) 158 (30) 22 (52) 86 (16) 31 (6) 45 (9) 46 (9) 72 (14) 111 (21) 82 (16) 76 (l-1)
40 (8) 46 (9) 30 (6) 37 (7) Table 4 summarises those predictors which are significant.
GPs, those qualifying earlier, women, and non-UK graduates differed on several items, as did those with high stress scores, responses to uncertainty, emotional exhaustion and personal accomplishment, and those who had heard more about the performance procedures or knew more about Good Medicul Pructice or who had higher scores on the social desirability scale.
B.ACKGROUND .\lEASURES
The attitude statements were analysed with an unfolding procedure for Thurstonian scaling. Unlike the more usual but less satisfactory Likert scaling,"' Thurstonian scaling allows for the possibility that a person with middling attitudes may disagree with extreme attitudes from both ends of an attitude scale; the unfolding method allows calculation of the position of items along the scale with no need for arbitrary assumptions about "reversed scoring", and a better resolution of attitudes in the middle of the range." A scale was apparent between those at one extreme who were in favour of the performance procedures and thought them well understood by doctors, a desirable step towards recertification, and a reassurance to the public, through to the other extreme where doctors thought the performance procedures were principally window dressing, would impair morale, and were only appropriate for problems of technical competence (table 4) . Nearly half of the doctors contacted had made or were contemplating making changes in response to the performance procedures. This is strong evidence that the impact is not only upon the seriously underperforming tail of the distribution but also is taking place across the entire distribution of professional performance. That more change is occurring in those who have heard most about the performance procedures suggests that change will continue to occur as more doctors hear more about them. An unanticipated finding of some interest is that women doctors were particularly likely to say they were making changes in their practice. If this finding is repeated in further studies it will be of some importance.
Overall, 37% of doctors were aware of at least one case in the previous two years which might be regarded as requiring the performance procedures. should feel more negative towards the performance procedures, in fact we found no correlation between our measure of uncertainty and attitudes towards the procedures.
Doctors not qual$ed in the UK Doctors who had qualified abroad were somewhat less likely to respond to our questionnaire, reported more stress from the uncertainty of medicine, and had somewhat higher social desirability scores. There were, however, no other differences in response to the performance procedures, with the sole exception that their attitudes were less positive; however, they knew as much about Good Medical Practice, had heard as much about the performance procedures, had similar attitudes towards the Duties ofa Doctor, had made similar changes in their own practice, and saw an equal need for the performance procedures. and BCW oversaw data entry and processing. IC,LI was principally responsible for data analysis. The paper was drafted by ICM and the final version of the paper was agreed bl all three'&thors.
The performance procedures evaluation group of the GMC had seen and discussed earher drafts of the ~aoer. ICM is a member of the GMC's performance pro&d& evaluation group and has received consultancy fees m conlunction with that work. The study was funded by the GMC.
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Conclusions 6 Surveys such as this inevitably have limitations, not least when they are undertaken at only one time point. Our primary intention is to look for change, and therefore in future reports we hope to see the extent to which there are differences from this study. At present we can only provide a single picture of the response of doctors working in the UK to Good Medical Practice and the performance procedures. In general, the picture is positive and reassuring, and the GMC should feel encouraged. Many doctors are aware of the performance procedures, have come across Good Medical Practice, are broadly in agreement with the Duties of a Doctor, see the need for the performance procedures from their own experience, are making changes in their practice as a result of the performance procedures, and have broadly positive attitudes. To that extent the GMC has got its message across, and there are no obvious lacunae in the profession's knowledge or awareness (young or old, hospital or GE', male or female, UK or non-UK graduates).
That does not of course mean that all is perfect. The attitudes in particular suggest that a sizeable group of doctors exist who see the performance procedures as potentially unfair to certain groups of doctors, who feel they will impair morale, are political window dressing, and are limited in the areas to which they can be applied.
Many doctors also anticipate problems with applying the performance procedures in cases to do with communication skills or working with professional colleagues. These are perhaps areas in which 
